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We could not demonstrate any diaphragmatic
defect in our patient.

Ebryologically, it is unclear whether the kidney
ascends before the diaphragmatic leaflets close
normally or if delayed diaphragmatic formation
enhances the exaggerated renal ascent®. Initially,
it was thought that intrathoracic kidneys resulted
from maldevelopment of the pleuroperitoneal
membrane, which caused a foramen in the
posterior leaf of the diaphragm through which
the kidney passed. This is now thought to be

unlikely since the incidence of intrathoracic

kidney with a diaphragmatic hernia is less than
0.25 percent*. The other possible mechanisms
suggested are delayed development of the
diaphragma, the influence of the developing
adrenal gland and liver on renal position, and
intrinsic factors in the kidney*®. The synchronous
association of congenital intrathoracic kidney and
axial skeleton defects tends to favor the
hypothesis that congenital intrathoracic kidney
is secondary to persistence of the nephrogenic
cord?. None of these mechanisms can be fully
excluded and each may have a role in the
development of thoracic ectopic kidney.

An intrathoracic kidney, although rare, should
be considered in a child with a mass at the base
of the lung on a chest x-ray. Differential
diagnoses include posterior mediastinal masses
such as neuroblastoma, ganglioneuroma,
neurofibroma, neurogenic cysts, meningoceles,
periardial cysts and Bochdalek's hernias®. The
differential diagnosis can be made by a
computed tomography (CT) that demonstrates
the kidney, renal vascular pedicle and ureter3.
IVP can demonstrate renal excretory system and
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ureters3. In our case, CT and IVP demonstrated
that the right thoracic kidney was normal in size
and function, but DTPA scintigraphy revealed
pelvic stasis. Therefore, we suggest that DMSA
and DTPA scintigraphy must be performed in
cases of a thoracic ectopic kidney even if CT
and IVP results are normal. No treatment is
necessary once the diagnosis of congenital
intrathoracic kidney has been confirmed?.

In conclusion, although it is extremely rare,
thoracic ectopic kidney should be kept in mind
in differential diagnosis of a mass with a well
demarcated superior margin in the lower part
of the thorax.

REFERENCES

1. Kirshenbaum AS, Puri HC, Rao BR. Congenital
intrathoracic kidney. J Urol 1981; 125: 412-413.

2. Angulo JC, Lopez J1, Vilanova JR, Flores N. Intrathoracic
kidney and vertebral fusion: a model of combined
misdevelopment. J Urol 1992; 147: 1351-1353.

3. Wolfromm MG. Situation du rein dans ['eventration
diaphragmatique droite. Mem Acad Chir 1940; 60: 41.

4. Donat SM, Donat Pe. Intrathoracic kidney: a case report
with a review of the world literature. J Urol 1988;
140: 131-133.

5. Lozano RH, Rodriguez C. Intrathoracic kidney: report
of a case. J Urol 1975; 114: 601-602.

6. N'Guessen G, Stephens FD, Pick J. Congenital superior
ectopic (thoracic) kidney. Urology 1984; 3: 219-228.

7. Fusonie D, Molnar W. Anomalous pulmonary venous
return, pulmonary sequestration, bronchial atresia,
aplastic right upper lobe, pericardial defect and
intrathoracic kidney. An unusual complex of congenital
anomalies in one patient. Am J Roentgenol Radium Ther
Nucl Med 1966; 97: 350.

8. William RR, Jeans WD. Thoracic ectopic kidney in an
adult. Scand J Urol Nephrol 1996; 30: 133-134.



